T he ongoing debates on health system reform, as well as the continuing malpractice problems, will focus increased attention on the training of contemporary medical practitioners, including rhinologists. Therefore, it is appropriate to attempt to define the specific issues regarding the training for rhinologic practice and the role of various organizations, including the American Rhinologic Society, in this process.
First, what are the problems and why do we have them? It has been perceived in many circles that: a. Health care is inequitably distributed b. Inadequate professional attention is devoted to health maintenance and disease prevention c. Physicians do not always keep up with new developments d. Physicians are inadequately monitored in a peerreview process e. Fees for surgical procedures are excessive As a result of these and other perceptions, whether correct or incorrect, three important developments have taken place: a. Health maintenance organizations have emerged that purport to screen participating physicians, to monitor the practices of participating physicians, and to control the access to specialist care among their members. This process is part of "managed care." b. Physicians who have staunchly avoided self-policing, peer-review, recredentialing, and recertification are now being scrutinized by groups outside medicine. c. Physicians are increasingly being asked to provide tangible and updated credentials in order to obtain or maintain privileges and to participate in various third party payer systems.
The validity of the five perceptions listed above is questionable. However, the three developments resulting from them are undeniable. In order to see what we might do to continue to establish and communicate qualifications, it is best to look at the role of residency, board examinations, and continuing educational programs.
We can begin by examining the role of each entity involved in this process:
Residency: Rhinologic training generally begins during otolaryngology residency. Each department is optimally expected to have a written plan and stated goals for teaching medical and surgical rhinology. A well-structured educational program includes lectures, laboratory dissections, and strictly-supervised performance of surgical procedures. Residents must demonstrate certain levels of competence before advancing to the next year of training and must be certified as having achieved certain levels of competence before graduating from residency. The program director must attest to these levels of competence in writing before the resident becomes a candidate for the board examinations. This entire process is monitored by the Accreditation Council for Graduate Medical Education through the Residency Review Committee for Otolaryngology and is probably the most stringent process in all of rhinologic training.
Board examination:
The American Board of Otolaryngology tests qualified candidates through both written and oral examinations. In order to become a candidate, the physician must have successfully completed an approved residency and demonstrated adequate surgical case experience.
No published standard for required number of rhinologic (or other) procedures exists. The examination generally includes rhinology in both written and oral portions, but the rhinologic scores are merged with all other scores, and an overall pass or fail grade is given. The board examination does not establish rhinologic competence.
Post-residency training: Since there are approximately six times as many practitioners as there are residents, and since the post-residency practice period is eight to ten times as long as residency itself, this element of education is extremely important. For most practitioners, information about new rhinologic surgical procedures comes through direct physician-to-physician communication, hearing papers presented at scientific meetings, reading papers in the scientific literature, attending brief courses in the annual AAOHNS Instruction Course Program, and participating in longer courses offered by various educational institutions and organizations such as the American Rhinologic Society. Longer courses generally focus on lectures and discussions, along with surgical dissections and observation of surgery, either live or on videotape. Postgraduate training programs that result in CME credit are monitored by the Accreditation Council for Continuing Medical Education (ACCME), which establishes standards. Participants in these types of postresidency training programs receive a CME certificate indicating that they have been present for the activity. Interestingly, there is rarely an attempt to determine whether anything was actually learned in the activity.
Review of the essential requirements of the ACCME for programs which wish to give CME credits provides some guidance as to what is expected. The major essentials are as follows:
1. A mission statement which describes goals, scope of the scientific program, characteristics of potential participants, and general types of activities and services provided.
Established procedures for identifying and analyz-
ing CME needs and interests of prospective participants, including data sources that go beyond the sponsor's own perception of needs. Among the procedures listed are surveys, self-assessment tests, patient care audits, mortality and morbidity statistics, and quality assurance reports.
3. Explicit objectives for each CME activity. 4. The educational activities are to be consistent in content and method with the stated objectives.
5. The effectiveness of the CME program is to be evaluated and the information is to be used in future planning.
6. The sponsor is to have adequate administrative resources, use an internal review and control procedure, use competent faculty, and be able to record and verify participation by physicians who authorize that documentation.
Despite all ACCME requirements, the success of continuing medical education to keep practitioners current relies strongly on the motivation of each practitioner to assume personal responsibility for a self-directed educational program. Because these CME essentials are published and readily-available, it would not be surprising to find that managed care companies will use records of participation in good CME programs to scrutinize applications for participation in their programs. It would also not be surprising to find that malpractice cases will increasingly focus on the defendant physician's record for staying current in the field of practice.
Discussion and Conclusion
I nview of the perceived problems listed above, it might be prudent to propose some issues that merit further consideration by the profession:
1. Educational is a life-long process. Medical and surgical technology are constantly changing and presumably advancing. Nothing short of thoughtful, planned, active involvement with approved educational programs will keep practitioners current.
2. Those in charge of educational programs need to determine patient care needs, practitioner needs, and societal needs in planning programs designed to keep practitioners current. The best programs will not only convey the most information and teach the most skills, but also document that information was assimilated and skills were learned. Many of the techniques used in resident education will appropriately lend themselves to postresidency training.
3. The profession should attempt to define the standards for continuing education in rhinology before outside forces attempt to do it for us. The profession should also design a process for reexamining the practices of its members periodically and providing tangible recognition for those practitioners who are offering acceptable levels of care. It is anticipated that such a "recertification" process would not be the same as the initial board examination taken soon after completion of residency, but a carefully constructed process that allows the physician to show that his/her practice is consistent with contemporary standards of care in the community.
4. Active communication with managed care organizations will stress what our professional standards are for rhinologic care, document how those standards are determined and maintained, and emphasize the importance of having rhinologic care offered by those who adhere to optimal professional standards.
5. The continuing educational process for physicians is a cooperative venture in which individuals and organizations learn from each other about the best format and content of education programs.
Considering these five factors, one might appropriately ask whether the ideal rhinologic training program can be created to meet the needs of the practitioner, the patient population, and the managed care organizations. I think that it can, if the process is viewed in a comprehensive and honest fashion.
The ideal program will require a long-range analysis of clinical and educational goals, determination of precise parameters to be monitored in each program, establishment of exact criteria for determining the success of the program, and creation of a consistent and understandable format for communicating the results within the profession and to outside parties.
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In conclusion, there can be little doubt that physicians want to offer the best level of medical care, that patients expect the best level of care, and that third party payers will increasingly demand and reward the best level of care. It is now time to focus on the process in which standards will be determined, monitored, and enforced by practitioners themselves in rhinology and in other areas of medicine.
